FOXHALL BEAUTY COLLEGE 
ENROLMENT FORM     
	Name
	

	Address
	

	Telephone / Mobile
	

	Email
	

	Date of Birth
	


	Primary School
	

	Secondary School
	

	Third Level
	

	Other Qualifications
	


	How did you hear about Foxhall Beauty College?

	

	


	Do you suffer from any learning disability? If yes please provide detail below.

	

	


	Have you ever suffered from any of the following conditions?

	Skin Diseases
	
	Diabetes
	

	Heart Condition
	
	Fluctuating Blood Pressure
	

	Viral Infection
	
	Nervous Disorders
	

	If you have answered yes to any of the above please detail below.

	

	


	Do you have any allergies? If yes please detail below.

	

	


	Course to be undertaken
	

	Date of course start
	

	Uniform size (Tunic & trouser)
	


	Applicant agrees that deposits and fees are non refundable once enrolled in college. Please indicate understanding of this by ticking box.                                                □

	Signed by Applicant
	
	Date
	
	
	

	Signed by Applicants Parent / Guardian (if under 18)
	
	Date
	
	
	


